There are persons whose behaviour exhibits certain similar features in a sufficiently uniform combination to warrant classifying these individuals together as people who react predominantly in a way that for convenience may be designated " hypochondriacal."
term came to be used for the mental distemper itself.
Hypochondria can be defined as a persistent pre-occupation with the bodily health, out of proportion to any existing physical justification, and with a conviction of disease. No other effect than the belief involved in conviction need be apparent; but there may be some accompanying depression, not out of proportion to what would reasonably be expected to accompany the knowledge of the existence of bodily (or mental) disease, supposing such existed. The conviction (like all convictions) ,defies direct attack.
This concept gives the basis for the nosological isolation of hypochondria as a clinical entity in its own right. For a clinical definition there are added observational data regarding the course, which is chronic but not (over a long period) deteriorative intellectually or emotionally; the age and sex of the person involved; and the response to therapy. They are nearly always men. This preponderance of the male sex is in accord with the traditional description of hypochondria. It is perhaps explicable on a psycho-pathological basis. Inaccessibility to therapy is the clinical aspect of the firmness of the conviction. This also is illuminated by psycbopathological analysis. Exact nosological definition enables a distinction to be made from what can now be called pseudo-hypochondrias, hysterias, and anxiety-states. It also enables us to speak of a hypochondriacal development of an abnormal personality; it is still hypochondria, and it is not correct to consider the hypochondriacal ideas in such instances as part of a larger syndrome. It is more accurate to speak of hypochondria in a schizoid personality: the additions to the pure hypochondriacal picture depending not on a new concurrent development but on pre-existing oddities of personality.
Psychopathologically, from the content of the hypochondriacal complaints (their localization, etc.), and from the patient's other utterances, an anal-erotic basis for hypochondria is strongly suggested in some cases. The frequent association of hypochondriacal and paranoid ideas has evidently, in some cases at least, a common basis in feelings of guilt. It is suggested that the strong, usually unconscious, feeling of guilt is in some cases the component which clinically makes the conviction of disease so profound, and produces in these cases the therapeutic inaccessibility. The consideration of the indications in certain hypochondriacs, of the possible unconscious trends involved, helps therefore to explain not only the fixity of the hypochondriacal beliefs, but their nature (damage to the bodily health) and, in some instances, the actual localization of the physical complaints.
An egocentric personality. the alteration in psychological outlook with advancing years, the presence of some actual physical disease, external difficulties and disappointments operate in various degrees with different patients to produce a hypochondriacal reaction.
Dr. R. S. Allison.-The view that hypochondria is a definite entity and not merely a variation of some other disease has a particular appeal for us as we are frequently confronted with patients showing no other sign of mental disorder than this abnormal concentration on the bodily sensations. The difficulty of clearly defining the malady has already been noted. The definition given in most text-books is inadequate. Hypochondria is more than undue attention to one's bodily state. In this it does not differ from anxiety and neurasthenic states. Dr. Gillespie is to be congratulated on his definition in describing it as " interest with conviction," the fact of disease being established in the patient's mind and not apprehended by him. A further point, which may lay claim to be distinctive, is the patient's conduct. This consists of a persistent search for cure, leading him to extremes to which even a sick man would not go, and this conduct is no doubt based on the firm conviction of the presence of disease. This conduct is typically shown in the case of a man aged 40, with symptoms of fifteen years' standing. He had taken innumerable medicines, had consulted all ranks and branches of the profession and had undergone five abdominal operations without relief. In a letter he wrote:-If a further operation will cure me I am willing and anxious to have it at once. At present I am only kept going by taking medicine. The past operations have done me no harm. I am only 40, strong and capable of really enjoying life, sound in every way bar this. I have done all I can to get well. I know that I am not suffering from a deadly or incurable disease, but I cannot go on in this way.
In the diagnosis of hypochondria, when the symptoms centre round the alimentary tract, we are called upon to decide whether there is anything in addition to bypochondria which might give rise or contribute to the symptoms. In determining this point we can rely, with some confidence, on the results of a physical investigation which includes a barium meal and enema, test meal, cholecystography and examination of the foces.
In an investigation of this kind it is generally found that the hypochondriac, though willing enough, is a difficult subject to investigate. He is in a great hurry for results and is unwilling, for example, to allow the barium meal time to pass through naturally. He is eager to hasten its progress by means of an aperient. If the investigation is shortened on account of this, one is apt to miss things which may be important or about which it is as well to know when prescribing subsequent treatment. I refer particularly to the unexpected finding of achylia, gall-stones, infected gall-bladder and diverticulosis of the colon.
It is not usual in hypochondria to meet with a complaint of definite pain at a certain point. When asked to indicate the site, the hypochondriac makes an indefinite gesture and may frequently qualify his original description of a pain and refer to it more as a sense of uneasiness or discomfort. Definite pain constantly in one situation, even in a hypochondriacal subject, will suggest the presence of organic disease. The following is an example:
A man, aged 65, had since his retirement ten to fifteen years ago, among other symptoms, complained of a definite discomfort in the left lower abdomen coupled with a fear of cancer and undue introspectiveness. He was regarded, rightly, as a case of hypochondria. There was, however, some physical ground for his condition. Had his pain been on the right side of the abdomen it is probable that the appendix would have been suspected and removed. A barium meal and enema showed a state of diverticulosis involving the pelvic and sigmoid colon. With suitable treatment this discomfort was relieved, together with the morbid anxiety connected with it.
In dealing with hypochondriacs who have had previous abdominal operations, and when the presence of local disease may be excluded, we are sometimes called upon to decide wbat part adhesions may play in causing symptoms. Most patients who have had abdominal operations have recovered from all after-effects which might be attributed to adhesions, within a year or so of the time of operation. What then are we to suppose of symptoms persisting for from two to five years after operation'? Further operations designed for the relief of such symptoms do not always succeed in their object, and frequently the symptoms are intensified rather than relieved. The key to the problem is often discovered on careful inquiry, when it will be found that the discomfort or pain is, in many respects, similar to that complained of before the original operation.
In considering the treatment of hypochondria we may review our aims. We are setting out on a forlorn hope (1) to remove a false impression in the first place, (2) to check harmful tendencies based on that false impression, and (3) to diminish the sensations from which the false impression arose. If organic disease co-exists, whether contributing to the symptoms or not, continued treatment will be more successful and the outlook generally better than in those cases where physical examination proved entirely negative.
The harmful tendencies which the hypochrondriac shows include the abuse of aperients and other medicines, the habit of frequent intestinal douching, and the craving for abdominal operations. The patient may therefore be instructed in the formation of a daily habit, weaned off the use of aperients, and instructed in the intelligent use of liquid paraffin. A vegetarian diet is useful to begin with, adding bulk to the intestinal contents and in this way producing regular evacuation of the bowel.
The third aim is to diminish the sensations of which the patient complains. It seems rational to give small doses of bromides spread over the day for prolonged periods. Much may be done to diminish symptoms by promoting regularity of habits and by giving up aperients. Regularity of habits may lead to regularity of sensations, and regularity of sensations may lead in turn to their being disregarded.
Dr. W. R. Reynell said he agreed that there was such a clinical entity as described by Dr. Gillespie, but he looked upon it as a somewhat rare condition.
According to the opener's definition hypochondria was " persistent." This would make the term inapplicable to cyclothymia and manic depressive cases in which the morbid state of mind was periodic.
According to the definition the preoccupation was in excess of what is justified." It was difficult to say how much preoccupation with health was justified in, e.g., a case of visceroptosis; hypochondria, as defined by Dr. Gillespie, appeared to be a rare, incurable, non-progressive illness, and therefore chiefly of academic interest. He (the speaker) regarded it as a " morbid preoccupation with health in the absence of demonstrable organic disease." Such a definition would include a large number of cases, with which all were familiar, and which might be divided into three classes in order of frequency and curability:-(1)
Patients having a health "complex," but retaining other interests. (2) Patients whose sole interest was their health. (3) Patients with a delusion of illness. The last class was a small one, and for the most part incurable. Classes (1) and (2), however, contained many cases in which a rational psychotherapy was of the utmost value, and which, in the absence of treatment, might be progressive until the patient's personality was practically destroyed.
What type of person was most liable to become a hypochondriac,? He (Dr. Reynell) believed that a predisposition often existed in childhood in a general lack of vitality. The "toxic debility," "atonic" type of child was much more liable to feelings of dysmsthesia than the normal child and was often extremely hypermesthetic when tested, for instance, with a tuning fork. These patients could often feel the vibrations of the tuning fork two or three times as long as a normal subject. If the wider definition of hypochondria were accepted, there was no reason for therapeutic nihilism; on the other hand most of these patients could be shown the way to normal health by means of a rational psychotherapy. The most effective drug was the spoken word, but it must be spoken in the right way.
Dr. T. A. Ross said that a prognosis as to the kind of psychoneurotics likely to benefit from treatment, aiid the kind not likely so to benefit, would be of great value. The time required by each case was necessarily considerable, and attention could be conserved if it might be.devoted to the right kind of case.
He agreed that there was a class of old men sometimes old women-who were absolutely inaccessible to treatment, and on whom any attempts at radical procedure would be wasted. But that was not to say that nothing could be done for them; what was needed was to safeguard them from quacks.
He did not feel certain, however, that there was any great difference between the hypochondriac and the hysteric. In hospital, out of 1,500 patients, he had found nineteen people over 60 years of age, of the male sex, with psychoneurotic symptoms-he excluded those with psychotic symptoms such as melancholic depression-who had a clear insight, with no mental deterioration and who complained of something wrong with the body. Of these nineteen, only one, a patient under Dr. Gillespie, had recovered.
With regard to these people having continuous preoccupation, that was true as far as the doctor was concerned; the patient talked about his symptoms all the while he was in the doctor's room, but not necessarily all the time afterwards. He (the speaker) had lived with a man who was a first-class hypochondriac in the clinical sense, and for a quarter of an hour one had to listen to his symptoms, but his conversation afterwards ranged over many other subjects. Yet this patient's doctor had said he was the worst hypochondriac he had known.
He did not agree with Dr. Gillespie that the anxiety patient did not believe he suffered from a malady but only feared it. Some of these patients believed they had a damaged state of the brain; they were reassured by the doctor, and apparently accepted that reassurance, but had still a subtle kind of conception that something was wrong. One patient had said that his brain was affected as the result of an accident. Later he had said there was no disease in the brain but a film had grown over it. One must be sure that the conception of a macroscopic disease was not supplanted by a concept of a microscopical one.
Dr. Gillespie had quoted Dr. Hutchison's description of the "abdominal woman," but he (the speaker) was not sure that was not an example of " hypochondria cum materia." Could one be sure that these were not people mentally hypersensitive? Nobody cured them, because nobody as yet had satisfactorily cured visceroptosis. It was fashionable to say there would be no troullb with visceroptosis if doctors did not find it out, but he doubted that statement. Patients went to their doctor feeling ill and he found there was visceroptosis, therefore they must have been feeling something wrong before it was suggested.
Dr. Gillespie had also said that the hypochondriac had no affectionate dependence on the physician, as had the hysteric; but old gentlemen did not show their affection as young people did; old gentlemen were self-contained, dominant and obstinate. That was why the hysterical old woman was morb easily cured than the old man.
The patient whom Dr. Gillespie had cured had been ill for twenty years, but had been cured in a month, and had remained well for two years. When he talked for ten minutes or more he had a headache. After hearing a sermon he had had a headache lasting three days. Dr. Gillespie .would probably say this patient was hysterical, and had " an affectionate dependence on his physician." In a young hysteric that would probably be the case. This patient, if affectionately dependent, might be assumed not to have wanted to do anything without Dr. Gillespie's permission. But, instead, two days before he was due to leave he said he wanted to go to London. It was found that his purpose was to consult Sir John Thomson-Walker about his symptoms behind Dr. Gillespie's back! He (the speaker) agreed that this condition might begin early; he had known patients as young as 33. A man, aged 36, had complained of feeling tired and as if his heart was damaged, and for ten years he had done nothing. No doubt he was anxious to escape from enlistment -twelve years ago. Another patient, aged 70, whose hypochondria had begun when he was 33, was now under his (Dr. Ross's) observation. He had had abdominal symptoms (for which he had had an operation) during the past four years; these symptoms had begun apparently from a desire to escape from his wife. When he was suffering abdominally his wife's tongue was stopped, and ultimately he escaped from her for eighteen months. There was no evidence of anxiety, but there was conviction as to the presence of disease. He (Dr. Ross) considered that hypochondria was a description, not of a disease, but of a type, i.e., of an old man with certain clinical symptoms.
Dr. C. P. Symonds said that Dr. Gillespie had established his thesis, in so far as he had described a very definite clinical picture, but he (the speaker) was not certain that this clinical type represented a definite form of mental reaction, separable from manic-depressive, schizophrenic, or hysterical groups. He confessed, however, that he felt half convinced.
He would like to discuss briefly the differential diagnosis and treatment of hypochondriacal symptoms as they appeared in a variety of mental disorders. As Dr. Gillespie had pointed out, these symptoms were most commonly met with in the manic-depressive psychoses. That type of hypochondriae was more often missed by the general practitioner, and also by the physician. Such patients came to the neurologist mainly diagnosed as neurasthenics, and perhaps by that time one or more operations had been performed and unnecessary investigations made. The point most often missed, in simple clinical investigation of the type complaining of bodily symptoms without obvious physical cause, was the family history. He frequently found that there had been no special inquiry as to family history of nervous breakdown, though a strong support for diagnosis might have been obtained from such history. Symptoms and signs of value (apart from family history) were selfdepreciation and self-reproach, with a slowness of thought and difficulty in concentration and a constant diurnal variation-a tendency to a marked increase in the symptoms in the early part of the day, with a definite lifting of the cloud as the day wore on. In these cases the symptoms must be treated as part of the disease; this was important in differentiating this group.
In the anxiety conditions, as Dr. Gillespie had said, there were definite features. The hypochondriacal symptoms were associated with fear rather than depressi6n; and it was this association with fear which led the psychiatrist to regard these cases as distinct from the manic-depressive group. He (Dr. Symonds) doubted whether this distinction was altogether valid. There were cases of agitated depression, usually accepted as belonging to the manic-depressive group in which 6 hypochondriacal symptoms were associated with fear rather than depression. These were mainly inaccessible to psychotherapy. Hypochondriacal symptoms associated with anxiety in younger people were more responsive to treatment. There might, he agreed, be fear and conviction of disease in the same patient. He had notes of a striking case, in a boy aged 16, with a history of having done well at his first school and then entered a public school, where also he did well. Six months before he (the speaker) saw him he had begun to worry on account of discomfort in his testicles, in consequence of which he would not sit down at meals, and would only sleep propped up in a certain posture, because lying down increased his distress and made him feel weak. He was taken away from school, and treated with electricity, etc., but without improvement. When seen, he said that disease of his testicles had made him all weak and silly and had altered the colour of his blood, and he felt that something drastic in the way of operation was needed. He had seen a number of consultants, who had all assured him there was nothing physically wrong. He (the speaker) felt that the prognosis was-unfavourable, and that the boy would not readily respond to psychotherapy. Next day he saw him, and took the line of refraining from asking questions, giving him, instead, a sort of compressed lecture on sexual physiology and psychopathology. He heard two days later that the boy was practically well, and he was surprised, because of the bizarre symptoms.
Then there was the schizophrenic with hypochondriacal symptoms. His might be a difficult case to diagnose in the early stages; some of these patients in the early stages showed only a settled conviction of possessing physical ailments, and not until later, a general deterioration of personality, and increasing absorption in their own diseases and states. There might here be something analogous to true hypochondria. Might not the hypochondriacs described by Dr. Gillespie be mild schizophrenics whose malady was of the arrested non-progressive type?
He agreed that hypochondria, as defined or isolated by Dr. Gillespie, was a rare condition. Looking over the notes of cases which he had classed under hypochondria, he had found one or two examples corresponding to Dr. Gillespie's description. In one of these, the patient being an old man inaccessible to psychotherapy, there seemed to have been an "expiation " process such as Dr. Gillespie had suggested. The patient had been ill for fifteen years and had a settled pain in one place; he stated that he had a web tied up in the middle of his left groin, which was dragging and trying to get through; he also had a "buzzing'" in his head, and said that his symptoms were shaking his whole body. He had spoken of committing suicide. He possessed and had read a budget of literature, and had undergone several abdominal operations. Still, the pain had always been in the same place. Eventually laminectomy had been performed on the assumption that the pain might be due to some infective condition of the posterior nerve roots. All those operations had failed. He had been to an eminent psychotherapist, and the note afterwards written to his doctor was worth quoting as evidence of inaccessibility: "I have now had three interviews with Mr. L. Have you ever tried to shape a piece of flint with a tooth-pick ? If so, you know what I feel like." Finally, the patient was sent to himself (Dr. Symonds) by a doctor who hoped that some line of treatment could be suggested and added that if surgical procedure was likely to bring relief, it would be justified. His (the speaker's) reply had been that he did not think any operation-short of decapitation-was likely to help ! The patient went to another doctor, and was persuaded to undergo another operation, but, in his own words "it proved a dismal failure, like the others." Recently his wife, to whom he had always been devoted, had become seriously ill, and had had a severe operation. Since her illness, though he was not well, he had been a changed man. His wife declared that the operation did her husband more good than it did her. Having received some stimulation on the affective side, the man came out of his condition to some extent.
The case recorded by Dr. Ross was very interesting; it illustrated the danger of making inaccessibility to psychotherapy a criterion of diagnosis.
Dr. F. Parkes Weber said he had been surprised to hear so many classes of cases referred to. The patients in these cases had certainly had what might be termed hypochondriacal symptoms, but he would have thought that the term hypochondria should be restricted to the kind of case, mostly in old men, to whibh Dr. Ross alluded. An equally typical example was an elderly business man in London, who had consulted him (Dr. Weber) long ago, because he believed or feared that he had commencing cancer of the tongue. In reality he had no signs or symptoms of it, and was perhaps for a time persuaded that he had not. He consulted doctors at intervals and seemed to be temporarily reassured. He liked to meet a doctor in Hyde Park and discuss his condition with him. He could, however, talk on other subjects and carry on his life in the ordinary way, and was a shrewd man in business. He (Dr. Weber) would restrict the term "hypochondria " to cases of that type, and would exclude cases of women who had undergone repeated abdominal and pelvic operations for imaginary diseases or misleading symptoms.
Dr. Frederick Dillon said two points had often impressed him in regard to hypochondria, and he hoped Dr. Gillespie would deal with them in his reply. He referred in the first place to the sadism which was often expressed in the hypochondriacal state. The amount of hostility which could be got rid of in this way was extraordinary. This type displayed somewhat different psychological mechanisms from the patients which insisted on operations. It was difficult to conceive that the man who underwent half a dozen operations did so from direct egoistic motives. The most probable explanation seemed to be that he was identifying himself with someone else, and so gaining antagonistic satisfaction in that way.
Dr. John Carswell said it had been his personal hope that the term hypochondria would be restricted to the involutional case, which sometimes had dramatic, even tragic sequela. He had known the symptoms which had been described, in the early stage of general paralysis of the insane; before the theory of the syphilitic origin of that disease he had been puzzled by the prominence of hypochondriacal symptoms in occasional cases. Sometimes the conditions were evanescent, and they might appear in early stages of dementia precox. Throughout the whole range of mental disorders, in fact, even at the onset of an attack of acute mania, there might be a short period during which the patient was preoccupied with his own depressive bodily feelings; it was so in delirium tremens before the actual delirium stage. He had never known a person recover from the physical. and mental conditions outlined, who had not taken in hand his or her own medical treatment, even to the extent of defying the doctors. There was one patient whom he had been watching for nearly forty years. Thirty years ago she had passed through a -distinct condition of depression, associated with wasting and various abdominal .complaints and insomnia lasting for months. She had recovered, but since then had had several attacks of acute abdominal symiptoms, two associated with rise of -temperature and vomiting; on two occasions operative measures were considered but were "turned down." She had taken her own treatment in hand, and for thirty years she had been using purgatives of every description; her age was now 73 and -she looked 60. She took purgatives habitually in doses that would alarm most doctors.
During this discussion he had been wondering why patients with morbid references and ideas about bodily functions were spoken of in terms of depression. The valetudinarian, who shut out of his consideration all life's interests except looking after the welfare of his own body, was frequently, at least, a "jolly person," but he was equally disturbed about being too fat and afraid of being ill. One such man lived well, golfed and enjoyed himself; he had been offered a more strenuous post with a larger salary, but he preferred his present mode of life. Any instructions about himself he managed to circumvent by various subterfuges, and he remained quite well. Possibly on reaching 60 years of age, or thereabouts, he might realize that he had misspent his life, and might develop a bad phase of hypochrondria, i.e., the senile form. His (Dr. Carswell's) contention was that the symptoms which had DEC,-M, 2 * been referred to in this discussion would be found spread over the wlhole domain of psychiatric work.
Dr. Robert Hutchison said that as a general physician lhe was not familiar with the terminology of the modern psychiatrist, and therefore some of this interesti-ng discussion had not been very intelligible to himn. He saw the hypochondriac-as every general physician saw him-as an ordinary harmless person, who certainly was not insane. He agreed witlh Dr. Gillespie's description of him as usually an elderly man, wlho had retired from business and who collected symptoms, very much as another elderly man might collect postage-stamps or old china. In fact, his lhealth had become a hobby for him. True, most of the items in his collection were fakes, but now and again he came upon something real ; this the physician was apt to overlook, being under the impression that all his symptoms were fakes. Suclh a person was not only harmless, he was incurable. And he (the speaker) did not want to cure him; indeed, from the patient's point of view, to do so would be unkind. Why should the physician deprive such a man of the interesting study of his symptoms?
It had been said that the hypochondriac was egocentric; hut that was not always the case, hypochondria might be vicarious hypochondria. There were numbers of parents who were desperately hypochondriacal about their children, always imagining symptoms and ailments for them, not for themselves. The same thing might also be seen in the case of an unmarried daughter who lived with aged parents, and was always fussing about their health.
Hysteria seemed to him to be something different, though it was not easy to put that difference into words. The hysteric seemed to be more " ad hoc," to lhave a definite object and purpose about his manifestations, and for this end it was an advantage to have an illness. The hypochondriac, on the other lhand, simply collected symptoms, and fussed about them in a purposeless kind of way, his only object being to give himself something to do.
Dr. Gillespie (in reply) said he was not sure that the pain in hypochondria was not a " real " pain. Dr. Allison's remarks savoured of the old scepticism as to the reality of hysterical pain. As to preoccupation being " justified," the term was a little unfortunate; he should have said " disproportionate preoccupation." He di(d not think that the person who complained of the symptoms of visceroptosis was the same kind of person as the hypochondriac. Dr. Reynell had suggested that these cases were more accessible to psychothlerapy than he (the speaker) was inclined to believe; but Dr. Reynell said he wanted to maike a wider definition of lhypochondria, and it was within the wider limits of such a definition that he would probably find patients accessible to that form of treatment. His imiipression of " the one cured case " referred to by Dr. Ross was that the patient was an " old woman." He agreed that there was fear of mnicroscopical pathology, just as there was of macroscopical pathology.
With regard to the boy with testicular pain, mentioned by Dr. Symonds, the peculiar nature of the complaint might have been largely accounted for by the inadequate physiological knowledge of the populace, even the supposedly educated portion of it. His cure in two days was remarkable, and told against the "settled" conviction which Dr. Symonds assumed. It was true that schizophrenic patients might have only hypochondriacal complaints at first, but be wondered how often they expressed feelings of guilt, especially about masturbation, at an early stage; the ordinary hypochondriac did not express such feelings. He had had cages exhibiting intermediate stages between hypochondria and schizophrenia. Schizophrenia had such a wide connotation that many psychiatrists looked upon lhypochondria as one of its subdivisions. Dr. Dillon had raised a question about sadism in reference to these people. He (Dr. Gillespie) considered that they were comparatively inaccessible to the special methods of psychological investigation which alone would allow of probable conclusions on such a point. He had tried to exclude depression from the picture, as not being part of the pathology, and that would answer a point of Dr. Carswell's.
